Abstract The recently enacted Patient
Introduction
Each year, the Centers for Medicare and Medicaid Services (CMS) employ the Medicare Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey to collect information on beneficiaries' experiences of health care. It is the largest survey of Medicare beneficiaries about their care experiences, and aggregate results are publicly reported by geographic region or plan. The survey is congressionally mandated as a means of comparing the experiences of beneficiaries in Medicare Advantage, the managed care plan option in Medicare administered by private insurance carriers, relative to traditional fee-for-service Medicare coverage. With the recent passage of the Patient Protection and Affordable Care Act, surveying Medicare beneficiaries and others to learn about their experiences of care has taken on heightened importance. For example, the Act requires health plans participating in health benefit exchanges to meet certain standards based on patient experience and other plan performance data. It also requires CMS to use patient experience data in the determination of incentive payments to hospitals and of quality bonus payments for health plans participating in the Medicare Advantage (MA) program (Patient Protection and Affordable Care Act 2010). The public reporting, market share, and potential payment implications of Medicare CAHPS are particularly salient to MA plans and bring particular attention to changes in these survey instruments.
Medicare CAHPS is fielded annually to a nationally representative random sample of Medicare beneficiaries who receive a mail survey, followed by a telephone follow-up of nonrespondents. Within MA, beneficiaries can choose among several health plans in their area, with some options having Part D prescription drug coverage (MA-PD) and others not (MA-Only). Consequently, there are two versions of the survey for beneficiaries enrolled in MA: MA-PD and MA-Only. The surveys have a common set of items asking about experience with the health plan, and the MA-PD survey has additional items to capture experience with Part D coverage. In addition, the Medicare CAHPS MA mail surveys are customized according to the particular beneficiary's plan name; this was the case for [2007] [2008] [2009] [2010] . The customized survey lists the respondent's plan name at the beginning and repeats the plan name in several of the questions. In 2010, this repetition of the plan name occurred in 16 questions out of a total of 79 MA-Only survey questions and in 33 questions out of a total of 99 MA-PD survey questions.
One potential problem with giving the plan name repeatedly is that many of the beneficiaries who participate in MA may not recognize their official plan name. Health plans often are referred to by several different names denoting specific benefits packages or regional names, and the beneficiary may be unfamiliar with the plan name listed on the survey (National Committee for Quality Assurance 2013). For example, names as different as "Premium Care Health Plan" and "Great Plains Community Care" can refer to the same health plan. If the plan uses the former name in its marketing materials, its enrollees may be confused when they see the latter name printed on a survey. Moreover, the Medicare CAHPS surveys utilize contract names, which can subsume numerous benefit package names used in plan marketing materials, and therefore may be more familiar to beneficiaries. Such confusion could be a concern given that other, closely related types of misunderstandings have been documented. These include Medicare beneficiaries not understanding that MA plans are a form of Medicare, not understanding the difference between Medicare fee-for-service and MA, not understanding the difference between MA and supplemental insurance plans, and confusion over terms such as "managed care" and "health maintenance organization" (Hibbard et al. 1998; Fyock et al. 2001; Bann et al. 2003; Teal et al. 2006) . To some extent, this confusion among Medicare beneficiaries reflects a lack of knowledge in the general population over how health plans work, including what benefits are covered, plan restrictions, and the type of plan they have (Isaacs 1996; Nelson et al. 2000; Cunningham, Denk, and Sinclair 2001) .
Lack of recognition of the plan name could adversely affect respondent engagement and ultimately unit or item response rates. The source of information for plan names is CMS administrative data, and it does reflect actual enrollment. Therefore, except for rare errors, the plan name on the survey is known to be accurate but may not be the name familiar to the beneficiary from marketing or other plan materials. Both theory and empirical evidence suggest that, all else equal, the salience of the topic to the prospective respondent strongly influences the level of engagement with the survey and the likelihood that he or she will complete it (Heberlein and Baumgartner 1978; Goyder 1982; Groves, Singer, and Corning 2000; Groves, Presser, and Dipko 2004; Porter 2004; Adua and Sharp 2010) . If prospective respondents do not recognize the plan name on the survey, they may wonder whether the survey applies to them, thereby compromising the salience of the topic. Of particular relevance is leverage-saliency theory, which maintains that the likelihood of a prospective respondent completing a survey is a function of how positively or negatively the respondent feels about certain attributes of the survey (e.g., the topic or the sponsor), and the extent to which those attributes are made salient in the survey materials (Groves, Singer, and Corning 2000; Groves, Presser, and Dipko 2004; Adua and Sharp 2010) . For example, if the prospective respondent feels negatively about the sponsor, and the sponsor's name is featured prominently in the cover letter or on the survey, the respondent is unlikely to participate. Similarly, if the plan name is unfamiliar to a prospective respondent, a survey in which the plan name appears multiple times (i.e., is featured prominently) may discourage him or her from participating.
Due to concerns about the influence of plan name recognition on survey participation, the responding beneficiary is given the opportunity to correct the plan name initially listed at the start of the survey. Specifically, the respondent is asked whether the plan name listed is correct, and if it is not, he or she can write in what they believe to be the correct plan name. The respondent is then asked to keep the correct plan name in mind when completing the rest of the survey.
An alternative to this approach is to use a generic survey with limited customization of plan name (printed only on the back of the survey booklet). The respondent is asked at the beginning of the survey to check the plan name on the back, and if he or she believes it is incorrect to write in the correct name. Most importantly, the specific plan name does not appear in any of the questions. Instead, a generic reference to "your plan" appears in the 16 or 33 relevant questions.
This manuscript describes an experiment conducted as part of the 2010 Medicare CAHPS mail survey to shed light on whether a generic survey could have different unit and item nonresponse rates, as well as affect respondents' evaluations of care experiences, compared to the currently customized survey. A priori, it is unclear whether Medicare beneficiaries will be more or less engaged in a mail survey about their health care experiences when a specific plan name is used throughout the survey as opposed to being listed only once, on the back of the survey booklet. With a generic survey, respondents may be less likely to complete the survey or individual items if they see "your plan" instead of their specific plan name, as they may perceive the survey as less relevant to them. Alternatively, as leverage-saliency theory might suggest, respondents may be less likely to complete the survey or individual items if they see an unfamiliar plan name in many questions throughout the survey.
In addition to the potential effects on response rates and how beneficiaries evaluate their care experiences, survey customization is important because of cost considerations. Printing and mailing costs are higher for many small runs of customized survey instruments compared to a single generic survey instrument. These higher costs could be justified if a customized survey resulted in better data quality and higher response rates. The experiment described in this paper tested whether this is the case. If use of a generic survey does not reduce response rates or lead to different evaluations of care (which would therefore affect the ability to track trends in the results) compared to a customized instrument, then it may be worthwhile to use generic instruments in future years in order to save resources associated with printing and mailing, as well as to diminish any confusion that may be introduced by the use of unfamiliar plan names. These issues also apply to other kinds of opinion or marketing surveys in which respondents are asked about companies, other organizations, or products known under a variety of names.
Methods
In 2010, the Medicare CAHPS sample included 294,877 MA-PD beneficiaries, of whom 4,998 not residing in Puerto Rico were randomly selected, across plans, to receive a generic mail survey. The remainder received the typical customized survey. Cover letters from CMS that were not specific to plans were printed on the inside cover of all survey booklets. Regardless of which mail survey a given respondent received, the follow-up telephone survey was conducted in the same way; there was no "generic" telephone survey. In the telephone protocol, the interviewer first asked the respondent to verify the name of his or her plan. If the respondent gave a plan name that differed from the name the interviewer had, the interviewer referred to the name familiar to the respondent during the remainder of the interview. This approach has been standard practice during the telephone follow-up phase of Medicare CAHPS. Mailings and the initial telephone follow-up were in English. The few respondents who requested a mail or telephone survey in Spanish were excluded from the present study.
In all comparisons of results for generic versus customized survey respondents, chi-square tests are utilized for comparisons involving categorical variables, and t-tests are used for comparisons involving the means of ordered variables. T-tests are insensitive to skewness at these sample sizes (Chen 1995) .
We first looked at unit response rates among mail respondents, to see whether they differed between beneficiaries who received a generic versus a customized mail survey. Unit response rates for those in the generic and customized groups who did not respond by mail but responded to telephone follow-ups also were calculated, as were unit response rates for those in each group who responded by either mode. Chi-square tests were conducted to test for significant differences between the generic and customized groups. Here, a respondent was defined as anyone who answered at least one question evaluating care received. All reported unit response rates are calculated as AAPOR RR1.
Second, we compared the characteristics of respondents to the generic mail survey to those who responded to the customized mail survey. The characteristics of telephone respondents in the two groups were also compared, given that mail forms may have influenced which types of beneficiaries responded and hence which types of beneficiaries remained for telephone follow-up. It is also possible that mail forms may have influenced how mail nonrespondents responded by telephone when they did so. The characteristics included in this analysis are the following standard Medicare CAHPS case-mix adjustors: age, educational attainment, self-reported general health status, self-reported mental health status, and whether the respondent received proxy assistance (Zaslavsky et al. 2001; Agency for Healthcare Research and Quality 2008; Martino et al. 2009; Farley et al. 2011) .
Third, we compared item response rates for respondents to the generic and customized surveys (the mean percentage of eligible items answered). Item response rates were calculated separately for mail and telephone respondents. T-tests were performed to determine whether differences between the generic and customized groups were statistically significant. In addition, breakoff rates were compared for the generic and customized mail surveys. Here, a breakoff is defined as a case in which a respondent answers no questions in the final section of the survey (the "About You" demographic section). This section contained 30 questions in the MA-Only survey and 28 questions in the MA-PD survey.
Fourth, analyses were conducted to infer whether the respondent's recognition of the plan name (or lack thereof) might have influenced his or her likelihood of completing the survey, and whether there were differences in any such effect between the generic and customized groups. We calculated the percentage of beneficiaries in each group that answered "No" to item 1 on the survey (which asked whether the plan name listed was correct), and within each group separately for mail and telephone respondents.
Fifth, we estimated linear regression models to assess whether the nature of beneficiaries' evaluations of their care differed between generic and customized mail surveys. One model was estimated for each of 11 MCAHPS measures (which served as dependent variables): five 0-10 global ratings (rating of care, rating of plan, rating of prescription drug coverage, rating of doctor, and rating of specialist) and six composite measures (getting needed care, getting care quickly, customer service, doctor communication, ease of getting needed prescription drugs, and getting information on prescription drugs). (See the appendix for a list of these composites and the specific items that constitute them.) In regression model A, the only independent variable was an indicator that the respondent received a generic (as opposed to customized) mail survey. Model A seeks to answer the question of whether the unadjusted mean responses were the same in the generic and customized groups and thus whether the generic form affected evaluations of care. If there were differences between the mean responses of the two groups, it may be a result of compositional differences in the types of respondents who responded to a generic versus customized survey or differences in how the same people respond ). Model B also added case-mix adjustors and indicators for each MA plan to model A. Since these case-mix adjustors control for a variety of respondent characteristics, they should to some extent control for compositional changes in who responds. By including indicators for each MA plan, this second model shows the within-plan effect of responding to a generic versus customized survey. Model B allows for the possibility that any effects of the generic survey on response rate differed by plan and thus that the generic survey affected the distribution of beneficiaries across plans. If differences in case-mix adjusted mean responses persisted in model B, they are likely to reflect differences in how the same people respond as a function of the question form. Models A and B were estimated once for all respondents, and again for mail respondents only. Scores for all global ratings and composites were linearly transformed to a 0-100 scale for comparability and ease of interpretation.
Finally, we computed intraclass correlation coefficients (ICCs) of the 11 MCAHPS measures by Medicare plan at the contract level as a measure of data quality. This measure indexes the extent to which scores differ more between plans than within plans, and thus are a form of signal-to-noise ratio. If ICCs were systematically lower for the generic form of the survey than for the customized form, that might indicate poorer data quality for the generic form (Roland et al. 2009; Adams et al. 2010; Lyratzopoulos et al. 2011) .
Results
There were no statistically significant differences in unit response rates between those who received generic and customized mail surveys. As shown in table 1, 48.5 percent of beneficiaries who received a generic mail survey completed it, versus 47.9 percent of those who received a customized mail survey (p = 0.46). Unit response rates (AAPOR RR1) by telephone were 11.7 percent for those in the generic mail group and 11.4 percent for those in the customized mail group (p = 0.55). For both modes combined, the total unit response rates were 60.1 percent for the generic group and 59.3 percent for the customized group (p = 0.26).
There could, however, be differences in the characteristics of beneficiaries who responded to the generic and customized mail surveys. Table 2 shows the characteristics of beneficiaries in the generic and customized groups, separately for those who responded by mail and by telephone. These results reveal several small differences between beneficiaries who responded by mail in the generic and customized groups. Among mail respondents, the generic respondent group had a somewhat lower mean education level than the customized group (3.15 versus 3.27 on a six-level scale; p < 0.0001). General health status was somewhat worse for the generic mail respondents than for customized mail respondents (a mean of 2.95 versus 3.02 on a five-level scale; p < 0.05), as was mental health status (a mean of 3.67 versus 3.73 on the same five-level scale; p < 0.05). No such differences were observed among telephone respondents.
There were also no statistically significant differences in age or proxy respondent status between the generic and customized groups in either mode.
While receipt of a generic mail survey did not appear to affect the overall likelihood of responding to the survey, it could affect the way in which beneficiaries respond to the survey. One way would be to affect the number of survey items that a given respondent completes. In some cases, item nonresponse is the result of breakoff, whereby the respondent ceases completing the survey partway through, and the remaining items are not answered. Table 1 summarizes item nonresponse and breakoff rates, which did not differ significantly by mail form. Respondents to the generic mail survey did not complete an average of 9.45 percent of eligible survey items, compared to 9.34 percent for respondents to the customized mail survey (p = 0.70). Item nonresponse was also similar between the two groups among those who responded by telephone. Those in the generic group did not complete a mean of 8.48 percent of eligible survey items, and those in the customized group did not complete a mean of 8.90 percent of eligible items (p = 0.59). The results were similar for breakoff rates, with no statistically significant differences between generic and customized forms in either survey mode. As has historically been the case (Klein et al. 2011) , breakoff rates were higher among telephone (here, ~5.0 percent) than mail respondents (here, < 1.0 percent). Note.-"Breakoff" is defined as a case in which a respondent answers no questions in the final section of the survey (the "About You" demographic section). This section contained 28 questions in the MA-PD survey. 
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Another key issue is whether a generic versus customized mail survey influences the likelihood that beneficiaries will recognize the plan name listed on the survey. Table 3 shows the percentage of mail respondents in each group who indicated that they believed the plan name listed on the mail survey was incorrect. It also shows the percentage of telephone respondents in each group who informed the interviewer that the plan name mentioned by the interviewer was incorrect. Of those who received a generic mail survey, the percentages of mail and telephone respondents who indicated that the plan name was incorrect were both 4.4 percent (p = 0.98). However, among those who received a customized mail survey, telephone respondents were significantly more likely to report that the plan name was incorrect (2.9 percent for mail versus 5.0 percent for telephone; p < 0.0001). When we compare generic mail with customized mail respondents, we see that generic mail respondents were significantly more likely to indicate an incorrect plan name (4.4 percent for generic and 2.9 percent for customized; p < 0.0001). The difference between generic telephone (4.4 percent) and customized telephone (5.0 percent) is not statistically significant (p = 0.46).
Among those who indicated that they believed that the plan name was incorrect, the mean percentage of eligible items not answered was significantly higher for customized mail respondents than for generic mail respondents (13.9 versus 9.5 percent, respectively; p < 0.02). In contrast to mail respondents, item nonresponse rates for customized phone and generic phone respondents who believed that the plan name was incorrect were similar (7.6 versus 6.8 percent, respectively; p = 0.82). There are also no statistically significant differences in item nonresponse between generic and customized survey respondents among those who indicated that the plan name listed on the survey was correct.
A generic mail survey could have influenced the way in which respondents evaluated the care they had received. In other words, beneficiaries may have responded differently to the various survey items that asked about their experiences of care. Table 4 shows the results of linear regression analyses addressing this possibility. As mentioned above, two models were estimated: one with an indicator that the respondent received a generic mail survey as the only independent variable (model A), and a second model that adds our standard case-mix adjustors and indicators for each MA plan as covariates (model B). These two models were estimated for mail respondents only (see table 4), and for all respondents (not shown, but quite similar to the results in table 4).
The results for models both with and without case-mix adjustment suggest that receipt of the generic mail survey had no statistically significant effect on mean responses for 10 of 11 CAHPS measures examined. The one exception was the ease of getting needed prescription drugs composite. In both models, respondents who completed a generic mail survey reported significantly worse experiences for this measure than those who completed a customized mail survey.
Finally, table 5 shows that the ICCs of CAHPS measures show no systematic difference under the generic and customized forms, evidence of similar 
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power to discriminate plan performance and suggestive of similar data quality for each of these forms.
Discussion
This experiment suggests that the use of a generic survey did not appear to affect either unit or item response rates. There was also little evidence of differences in the characteristics of respondents to the generic and customized survey forms, although we found some small differences in educational attainment and health. Specifically, beneficiaries who completed the generic mail survey had somewhat lower educational attainment and worse self-reported general and mental health than those who completed the customized mail survey. This suggests that beneficiaries with less education and who are in poorer health may be more likely to be unfamiliar with the plan name listed throughout the survey and, as a result, decide not to complete it. Thus, generic survey forms may slightly reduce nonresponse among vulnerable respondents whose response rates are already low (Mishra et al. 1993; Paganini-Hill et al. 1993; Hoeymans et al. 1998; Hoff et al. 1999; Cohen and Duffy 2002; Kahn et al. 2003; Neuman et al. 2007 ).
In addition, the ways in which beneficiaries evaluate various aspects of their care experiences did not appear to be affected by the use of a generic mail survey, and there was no apparent decrement in data quality. This finding is important because it means that use of a generic survey would not disrupt the trending of survey results across years. Only one measure of 11 examined showed statistically significant differences in mean scores. Given that there were no observed differences in the 10 other closely related measures, including several other measures of Part D experiences, it is not clear why a difference was seen for this one measure. The potential effects of customized surveys (with the plan name mentioned throughout the survey) on unit and item response rates are important because many Medicare beneficiaries may not recognize the plan name listed on the survey. Many health plans are referred to by several different names, and a beneficiary may not be familiar with all of them. Beneficiaries who received a customized survey and did not recognize their plan name were less likely to respond by mail, and were more likely to be picked up in the telephone followup phase, further increasing costs beyond the costs of multiple small-print runs associated with customized mail surveys. For beneficiaries receiving a generic survey, those who do not recognize their plan name were no more or less likely to respond by mail than they were by telephone. In addition, the mean percentage of eligible items not answered was significantly higher for customized mail respondents than for generic mail respondents. Leverage-saliency theory may help explain these findings. All else equal, a respondent who does not recognize the plan name listed on the survey may be more engaged with the survey (and therefore more likely to complete it or individual items) if the plan name appears only once, as opposed to multiple times throughout the survey. If an unfamiliar plan name appears multiple times throughout the survey (as opposed to only once on the back of the survey booklet), respondents may be discouraged from answering some or all of the survey items. Although it is plausible that a generic reference to "your plan" in multiple questions (instead of a specific plan name) could also compromise respondents' engagement with the survey, the results provide no evidence of this.
This study has several limitations. First, although the analysis included an investigation of the characteristics of beneficiaries who responded to the generic and customized surveys, there may be unobserved differences between the two groups that our analysis did not capture. Second, the external validity of the study may be limited in the sense that the findings may not be generalizable to other populations or surveys that ask about other domains. For example, non-Medicare populations may react differently to a generic (versus customized) survey that asks about experiences of health care.
In summary, generic mail surveys require fewer resources for printing and mailing than customized mail surveys. This randomized experiment provides evidence that these cost savings can be realized without reducing response rates or changing the way in which beneficiaries respond to survey items. As such, generic mail surveys may be desirable for both future Medicare CAHPS surveys (where they now have become the standard) and other patient surveys, especially in contexts where health plans are known by multiple names. Beyond this application, our results have implications for any survey effort in which the organization, product, or service that is the topic of the survey has multiple names, as is common in marketing.
The present study illustrates how specificity not only adds complexity to the survey implementation, but also might not have the intended benefits. A generic reference to "your plan" is not only simpler and less costly than repeatedly naming the plan throughout the survey, but equally effective with respect to response rates and data quality. Survey customization should only follow careful consideration and evaluation of the potential benefits, costs, and effects on data quality.
Appendix. CAHPS Composite Measures and Individual Items (Generic Version)

Getting Needed Care
In the last 6 months, how often was it easy to get appointments with specialists?
In the last 6 months, how often was it easy to get the care, tests, or treatment you needed through your health plan?
Getting Care Quickly
In the last 6 months, when you needed care right away, how often did you get care as soon as you thought you needed?
In the last 6 months, not counting the times when you needed health care right away, how often did you get an appointment for your health care at a doctor's office or clinic as soon as you thought you needed?
Wait time includes time spent in the waiting room and exam room. In the past 6 months, how often did you see the person you came to see within 15 minutes of your appointment time?
Doctors Who Communicate Well
In the last 6 months, how often did your personal doctor explain things in a way that was easy to understand?
In the last 6 months, how often did your personal doctor listen carefully to you? In the last 6 months, how often did your personal doctor show respect for what you had to say?
In the last 6 months, how often did your personal doctor spend enough time with you?
Health Plan Customer Service
In the last 6 months, how often did your health plan's customer service give you the information or help you needed?
In the last 6 months, how often did your health plan's customer service treat you with courtesy and respect?
In the last 6 months, how often were the forms for your health plan easy to fill out?
Getting Needed Prescription Drugs
In the last 6 months, how often was it easy to use your health plan to get the medicines your doctor prescribed?
In the last 6 months, how often was it easy to use your health plan to fill a prescription at a local pharmacy?
In the last 6 months, how often was it easy to use your health plan to fill prescriptions by mail?
Getting Information from the Plan about Prescription Drug Coverage and Cost
In the last 6 months, how often did your health plan's customer service give you the information or help you needed about prescription drugs?
In the last 6 months, how often did your plan's customer service staff treat you with courtesy and respect when you tried to get information or help about prescription drugs?
In the last 6 months, how often did your health plan give you all the information you needed about which prescription medicines were covered?
In the last 6 months, how often did your health plan give you all the information you needed about how much you would have to pay for your prescription medicine?
Overall Rating of Health Plan
Using any number from 0 to 10, where 0 is the worst health plan possible and 10 is the best health plan possible, what number would you use to rate your health plan?
Overall Rating of Care Received
Using any number from 0 to 10, where 0 is the worst health care possible and 10 is the best health care possible, what number would you use to rate all your health care in the last 6 months?
Overall Rating of Personal Doctor
Using any number from 0 to 10, where 0 is the worst personal doctor possible and 10 is the best personal doctor possible, what number would you use to rate your personal doctor?
Overall Rating of Specialist
We want to know your rating of the specialist you saw most often in the last 6 months. Using any number from 0 to 10, where 0 is the worst specialist possible and 10 is the best specialist possible, what number would you use to rate that specialist?
Overall Rating of Drug Coverage
Using any number from 0 to 10, where 0 is the worst prescription drug plan possible and 10 is the best prescription drug plan possible, what number would you use to rate your health plan for coverage of prescription drugs?
The phrase "your health plan" is replaced with a specific plan name in the customized version.
